Purpose: There is a need to gain deeper knowledge about women's experience of vaginal birth after caesarean section (VBAC). Considerable research has been conducted on VBAC; however, only a few qualitative studies focus on women's experiences. Therefore, the aim of this study was to describe the lived experiences of VBAC among women resident in Sweden, a country with a high VBAC rate. Method: This studywas performed in accordance with a phenomenological reflective lifeworld approach. Interviews were conducted with nine women in an urban region of Sweden one year after their VBAC birth. Results: The essential meaning of the studied phenomenon is "to challenge oneself as a childbearing woman", which is further described by its four constituents: "striving for support from professionals", "desiring the experience", "contrasting and comparing memories of two different births" and "being part of the birthing culture". Conclusions: The experience of VBAC meant regained trust in the ability to give birth vaginally. The women lacked follow-up and support after the caesarean section (CS), during the subsequent pregnancy and the forthcoming VBAC. Enhanced support could be a key factor in helping women meeting the challenge and feel confident about giving birth vaginally despite their previous experiences of CS. Abbreviations: VBAC: vaginal birth after caesarean section; CS: caesarean section ARTICLE HISTORY
Women; childbirth; VBAC; phenomenology; experiences; caesarean section Background Labour and birth, is an important life event (Larkin, Begley, & Devane, 2009) and are considered to be one of the most significant experience in a woman's life (Downe, 2008) . Nevertheless, childbirth experience is multi-dimensional, complex and unique to each woman (Larkin et al., 2009) . A woman's experience of her first birth is of importance for her attitude towards how she wishes to give birth in the future. A positive birth experience may be strengthening for the woman's self-confidence (Simkin, 1996) . However, negative birth experiences, can have a short and long-term impact on the women's health and wellbeing (Garthus-Niegel, Soest, Vollrath, & Eberhard-Gran, 2013; Simkin, 1991; Waldenström, Hildingsson, Rubertsson, & Rådestad, 2004) . If the woman has a negative experience she might feel disconnected, helpless and have felt that her body failed her (Rijnders et al., 2008; Waldenström et al., 2004) . The risk for a negative birth experience increases if the birth ends up with an emergency caesarean section (CS) (Waldenström et al., 2004) .
The rising rate of CS globally is of general concern because of the higher risks for women's health and well-being even though the rates vary considerably in different countries (EURO-PERISTAT, 2013) . The reason for the rising CS rate is multifactorial; and interventions to reduce medical complications among women and their babies have shown little effect (Betrán et al., 2018) . However, one common reason for performing a CS is that the women have undergone a previous CS (Poignant, Hjelmstedt, & Ekeus, 2012) .
Due to the rising rate of CS, the women with previous CS, and health professionals need to consider the mode of birth in the subsequent pregnancy. Similar to the CS rate, the vaginal birth after caesarean (VBAC) rate differs across maternity settings and countries. In Europe, VBAC rates vary widely and have declined considerably in recent years, especially in Spain and Portugal, where the rates are around 20-30%. These rates are significantly lower than in Sweden, Finland and the Netherlands where rates of VBAC are between 45% and 55% (EURO-PERISTAT, 2008) .
The decision to plan for a VBAC should be individually based with the considerations that recent research has shown that VBAC is recommended as safe and best practice for most women with a previous CS and their babies (ACOG, 2017) . Even if a vaginal birth is the safest option for most women, a negative birth experience may influence the women to request a planned CS in subsequent pregnancies (Karlstrom et al., 2010) . Negative birth experiences in women are often associated with emergency CS (Nystedt & Hildingsson, 2018) and vacuum extraction (Smarandache, Kim, Bohr, & Tamim, 2016) . However, an uncomplicated vaginal birth can also be experienced as negative by women, and such experiences are often related to a lack of care with feelings of loneliness and being out of control (Elmir, Schmied, Wilkes, & Jackson, 2010) . Consequently, fear of childbirth after a negative birth experience is of importance Nilsson et al., 2018) and can be a reason for requesting a CS in the next pregnancy (Karlstrom et al., 2010; OECD, 2017) .
Considerable research has been conducted on VBAC; however, only a few qualitative studies focus on women's experiences. In a meta-synthesis of women's experiences of VBAC, few studies were identified for inclusion (Lundgren, Begley, Gross, & Bondas, 2012) . These studies were limited to a small number of Anglo-American countries, mainly, with low VBAC rates. The results revealed that the women felt that they were "grouping through the fog", meaning that they searched but received insufficient information about VBAC . In countries with a low rate of VBAC, some studies showed that health professionals did not provide women with enough evidence-based information on the risks and benefits of VBAC to support their decision-making Nilsson et al., 2017) . Studies from these countries revealed that women felt uncertain in their decision regarding mode of birth following a CS (Farnworth, Robson, Thomson, Watson, & Murtagh, 2008; Frost, Shaw, Montgomery, & Murphy, 2009; Guise et al., 2010; Moffat et al., 2007) . Moreover, studies focusing on women's experiences of VBAC in countries with low rates of VBAC have highlighted the women's belief in the importance of having a natural birth (Meddings, Phipps, Haith-Cooper, & Haigh, 2007; Wang, Chung, Sung, & Wu, 2006) and that they associate vaginal birth with several positive aspects, such as a strong sense of responsibility for giving birth . VBAC is regarded as good for the baby and for the relationship between mother and baby as well as a meaningful and strengthening experience for the women .
To our knowledge, there is only one focus group study conducted with the aim to explore women's views in countries with high VBAC rates . The results revealed that the women wanted to receive individual information about VBAC and support from a midwife and/or obstetrician during pregnancy and birth .
In summary, there is limited qualitative research on women's lived experiences of VBAC, in countries where VBAC is common. Therefore, it is important to gain a deeper understanding of women's experiences in these countries, that can be used to inform interventions that support VBAC in women, but also to improve maternity care for women with previous CS. The aim of this study was to describe women's lived experiences of VBAC in one region of Sweden, a country where VBAC is common.
Method and approach
In order to describe the chosen phenomenon; women's lived experiences of VBAC, a reflective lifeworld approach was used (Dahlberg, Dahlberg, & Nyström, 2008) . This approach, which is based on the phenomenological philosophy of Husserl (1859 Husserl ( -1938 and Merleau-Ponty (1908 -1961 , is well suited to describe and understand complex human experiences, particularly in healthcare settings (Dahlberg et al., 2008) . Essential concepts in the phenomenological tradition are intentionality and bracketing. Intentionality is described by Husserl as the focus of consciousness, i.e., the ability to direct attention towards objects, and how it is experienced (Bengtsson, 1995) . Bracketing was introduced by Husserl with the attempt to restrain old past knowledge about a research phenomenon so that researcher's attention was directed only on the present phenomenon without preunderstanding (Bengtsson, 1995) .
The reflective lifeworld approach by Dahlberg et al. (2008) was used to illuminate the essential meaning of the phenomenon and its variations, and thereby develop the understanding for women's lived experiences of vaginal birth after a previous CS. This approach and the entire research process are characterized by the phenomenological attitude, which means that the researcher stays open for the phenomenon, including a self-reflective attitude (Dahlberg, 2001; Dahlberg, Gjengedal, & Råheim, 2010) .
Settings and participants
Maternity care in Sweden is free of charge and funded by taxes, with almost all births taking place in hospitals. Homebirth is generally not included in the healthcare system with two exceptions: the districts of Stockholm and Västernorrland. Midwives in Sweden have independent professional responsibility for normal pregnancy and childbirth, including the responsibility for consulting other health professionals when complications occur (SBF, 2018) . In the event of the latter, the obstetrician is responsible, but the midwives remain involved in the woman's care. Due to Swedish health-care laws, women in Sweden are not entitled to have a CS without a medical reason (Wiklund, Andolf, Lilja, & Hildingsson, 2012 ).
Nevertheless, a CS can be performed if the woman suffers from fear of childbirth, provided that the individual circumstances are discussed with the obstetrician and that the woman has received information about the risks associated with CS along with supportive counselling at specialized "fear of birth" clinics (Wiklund et al., 2012) . Approximately 8% of the total number of CS (17.6%) in Sweden are performed due to the women's request and one important reason for this preference is fear of childbirth (Karlstrom et al., 2010; Socialstyrelsen, 2017; Wiklund et al., 2012) .
Sweden has no national guidelines regarding counselling and care for women with a planned VBAC, but there are local guidelines Nilsson et al., 2015) . Generally, women who have undergone a previous CS without complications are advised to plan for a VBAC. Midwives provide care for these women during pregnancy, labour and birth and consult the obstetrician when required.
The women in the present study experienced their VBAC at a university hospital in the southwestern part of Sweden, where the three labour wards combined had approximately 10,100 births annually during 2013 and 2014. The inclusion criteria for the study were Swedish-speaking women who had undergone a VBAC in the previous year. Information about women who had a CS birth with their first baby followed by a spontaneous vaginal birth with their second baby was obtained from the hospital medical record system in 2013 and 2014. Potentially eligible women were consecutively identified. Women with psychiatric disease or distress, drug abuse, had experienced intrauterine foetal death, neonatal death or if the neonate was severe ill at birth were excluded from being selected. In order to capture as many variations of the phenomenon as possible, age and reason for the previous CS (planned or emergency) were taken into account. Potential participants were informed about the study by the researcher (ILT), first by letter and then orally over the phone a week after receipt of the letter. A sample size for the study was not predetermined; rather the intention was to have sufficient participation to ensure varied and rich data from each informant (Dahlberg et al., 2008) . Of 14 women who were contacted, five declined to participate due to lack of time and/or lack of childcare. Eventually, nine women, aged between 26 and 42 years, who had experienced a VBAC with their second baby, participated in this study. The participants were educated to at least upper secondary school, and seven of them were educated to university level. At the time of the interviews, all of the participants were employed and were reportedly healthy. Table I presents additional information about the participants.
Data collection
Interviews were conducted with the women approximately one year after their VBAC. Each woman was interviewed on one occasion. The women were asked to select the location for the interview. Six interviews were conducted in a quiet room at the University of Gothenburg and three in the homes of the women. The interviews started with an open question: "Can you tell me about your experience of giving birth vaginally after your previous CS?". When appropriate, additional questions were posed to obtain a deeper understanding of the women's experiences. These questions included "What did you think about that?", "What do you mean?", "Can you give an example?" and "How did that make you feel?" Once the interview was over, the researcher sought additional information from each woman to provide some background details and a description of the sample. This information included the women's ages, if they wished for a vaginal birth with their first child, whether or not they experienced fear of childbirth, the indication for the CS, if the CS was an elective or an emergency CS, if they wanted a VBAC and the year they had the VBAC. Data collection took place from April 2013 to October 2014 and the interviews lasted between 25 and 60 min.
Data analysis
The data analysis was performed in accordance with a reflective lifeworld approach as described by Dahlberg et al. (2008) and followed a movement between the whole and the parts. The interviews were transcribed verbatim by the first author (ILT). Each interview was read repeatedly in order to gain a sense of the whole. Thereafter, the text was read with the phenomenon in mind, and changes in meaning with respect to the phenomenon "women's experience of VBAC", was marked in the text and described with a few words (Dahlberg et al., 2008) . In order to structure these meaning units, different clusters were formed. Each cluster consisted of meaning units related to each other. Clusters can be described as a framework for temporary patterns of meanings that helps the researcher to see structures that give a picture of the essential meaning (Dahlberg, 2011) . When all meanings had been identified and organized in the different groups of clusters, the clusters were read and re-read with the phenomenon in mind. In this phase of the analysis, the movement between the whole and the parts of the data was used together with a movement between figure and background (Dahlberg et al., 2008) . To work in terms of figure and background means of pick up clusters of meaning and watching it as a figure against the others as background, and so on. The aim was to discover a pattern of meanings. (Dahlberg, 2011) . Thereafter, the phenomenon's essential meaning was obtained and formulated. An essential meaning can be described as an abstraction of the phenomenon's general and invariant meaning. The essential meaning is further described by its constituents, i.e., the variations of the essential meaning. Together they constitute the essential meaning in a more contextual way (Dahlberg et al., 2008) .
The analysis was done together with co-authors. During the data analysis process, the researchers strived for having a reflective phenomenological attitude toward the data. This reflecting attitude is described by Dahlberg et al. (2008) as bridling, which means to have a respectful reflective attitude and actively but patiently wait for the phenomenon and its meanings to appear. Dahlberg et al. (2008) describe that the term bridling within reflective lifeworld research, relates to Husserl's "bracketing", i.e. the restraining or parenthesizing of one's pre-understanding of the studied phenomenon. In contrast to bracketing, bridling can be understood as a constant questioning of the presupposed assumptions that the researcher has in relation to the phenomenon being studied (Dahlberg et al., 2008) . Furthermore, Dahlberg et al. (2008) argue that bridling focus on the whole event of understanding and is pointing forward. While bracketing is directed backwards, fighting pre-understanding and keeping it in check "back there", not letting it affect what is happening here and now (Dahlberg et al., 2008) .
In this study, bridling was done by reflecting on the pre-understanding of the phenomenon before entering the texts and during the entire process. Moreover, the attempt to remain in the analysis phase, i.e., reading the texts over and over to gain a sense of the whole, to stay close to the data and constantly move back and forth between the whole-to the parts-and the whole.
Ethical considerations and approval
Ethical approval was obtained from the Regional Ethical Review Board in Gothenburg, ref.no. 155-13 and was performed in accordance with the ethical standards as described in the Declaration of Helsinki. The participants provided written, informed consent to take part in the study and were aware of the guarantee of confidentiality and their right to withdraw at any time before, during or after the interview. They all permitted the interviews to be recorded and gave consent to publish the result in a scientific journal.
Findings
The essential meaning of VBAC as experienced by women who had undergone VBAC was described as "To challenge oneself as a childbearing woman". Both the CS and the VBAC existed in parallel, yet different stories and remained with the women as intertwined memories. The different childbirth experiences were not separated, rather they coexisted. To challenge oneself meant not relinquishing the expectation of a vaginal birth during the second pregnancy despite previous experiences. This was associated with multiple challenges in relation to the CS, feelings about oneself, and the body. The previous CS contributed to insecurity about chances of a successful VBAC. To meet the challenge involved, the women required professional support and confirmation of their ability to give birth vaginally. Achieving VBAC was nourished by a strong force, a determination and an inherent belief of giving birth vaginally. During the second pregnancy, the scar from the CS was a constant reminder of the previous birth, which created uncertainty. The women strived for an identity as a childbearing woman by meeting the challenge of VBAC. When having experienced the VBAC, the selfimage was changed and enabled the women to feel capable of giving birth and regain confidence in their body. The essential meaning is described below from its four constituents: "striving for support from professionals", "desiring the experience", "contrasting and comparing memories of two different births" and "being part of the birthing culture".
Striving for support from professionals
The women needed support to work through their experiences of the previous CS when the second pregnancy was confirmed. Memories and emotions surfaced that led to a deep need to understand why a CS was performed during the first birth, particularly if the reason had not been clearly identified. However, they experienced resistance from midwives and obstetricians in discussing their previous CS, which evoked feelings of being alone.
I wished that the midwife had said that I could meet someone to talk it through. I did not have any support during the pregnancy with my second child. (Woman 7)
When the second birth was approaching, the women described an urge to talk about both the CS and the forthcoming VBAC. Some of the women were referred by their midwife to the Aurora team who run a special "fear of birth clinic" for women who are experiencing fear of childbirth. This referral, however, was not always desirable to the women as they thought it could stigmatize them as having a fear of childbirth. In their opinion, talking to their midwife who cared for them during the whole pregnancy would have been more "natural" and convenient. Despite finding the counselling provided by the Aurora team helpful, they considered it inconvenient due to the different care setting.
It felt like the midwife was almost was afraid to talk about it [the CS and the forthcoming VBAC]. She said that it was better to talk to the Aurora team. I think that my midwife would have been able to help me. (Woman 5) The women felt that they had fewer visits with the midwife during the second pregnancy compared with the first. A desire for more time with the midwife was described, and lack of time contributed to feelings of being unable to discuss reflections and questions. The women considered that the focus of the visits was primarily on their own physical status and that of their unborn babies.
The midwife did listen when I was there, but there were few visits, especially with the second child, and it felt like there were things that I did not have time to talk through properly. (Woman 8) Furthermore, the women desired support in the process of preparing themselves for the VBAC. Their preparations were driven by a strong inner desire to give birth vaginally. The women had different ways of preparing for this based on their experiences of the previous birth. For example, they discussed options for pain relief, and raised concerns about overuse of anaesthesia which can cause prolonged labour. Some of the women wished for their second labour to be managed differently than their first and expressed a desire to have help with writing a birth plan to ensure this would be the case. This plan was seen as an assurance that in the event of a lack of progress, a CS would be performed earlier than was the case during the first labour.
I expressed myself clearly during the second pregnancy that I didn't want them to handle it the same way [as the first labour]… so I had to see a doctor, and I thought that the idea was that he would write some kind of birth plan. If the same scenario occurred again [prolonged labour], they should not wait as long [as with the first CS], but I felt it was quite a meaningless conversation. The doctor said that he could not write a plan for the obstetrician at the hospital, so I still felt that what might happen was left to the moment.
(Woman 4)
The women felt that they were regarded as experienced by the midwives, and not considered in need of additional information because they were mothers. The women could not remember all of the information about relaxation, breathing techniques and different pain relief methods that they had received during the first pregnancy. This contributed to stress and a sense that they should prepare themselves; however, they also expressed that there was not enough time for this during the second pregnancy because they were preoccupied with caring for the first child in combination with their return to work after parental leave. Some of the women did not consider that they might need any special preparation as they expected to be given any information they required once they arrived at the hospital.
I did not prepare myself very much before the vaginal birth, even though I constantly thought that I should prepare myself…When I had been [for a visit] at the hospital I felt that there were people there who would help me when I needed it and that I didn't have to prepare myself. I felt very relieved. (Woman 8)
The women mentioned various reasons for actively striving for support from the midwives and the obstetricians to enable them to have a vaginal birth instead of a repeat CS. Some of the women had been very unwell and tired after the surgery and a few had longterm symptoms related to the scar, such as sensory loss, a tight feeling and impaired physical appearance. The women also expressed concern about being unable to care for their first child in the event of a repeat CS.
It's a bigger deal having a CS; it's a big operation that makes you weak and you can't get out of bed immediately afterwards and I was tied to the bed with all these tubes and everything, so I could not really hold the baby. (Woman 3) The women also desired help in managing the fear of potential complications associated with the previous CS. They were afraid that a repeat CS would have an impact on the number of children they would be able to have in the future and that the scar from the previous surgery would rupture during pregnancy or birth. The women also expressed concerns about never being able to experience a VBAC in the event of a second CS.
My concern was that if I had a repeat CS, it would limit the number of children I might have in the future. (Woman 6) After the CS, the women received diverging information about how long they should wait before becoming pregnant again, which varied from six to 18 months. During the second pregnancy, this led to concerns about having become pregnant too soon, thereby exposing themselves and their child to increased risk. Some of the women who received no support in dealing with their concerns frequently searched for information about VBAC online. The information found on the internet often highlighted the risks associated with VBAC. However, this negative information did not influence the decision to give birth vaginally the second time.
I did not feel less anxious after reading the information on the internet about VBAC; it was rather the other way around. I felt that the online information about VBAC was mostly negative. (Woman 9)
Desiring the experience
The women desired different labour and birth than before. Using the previous CS as a reference and strategy for changing their own as well as the clinicians' behaviour during the next birth was repeatedly mentioned. The women were more focused on the task ahead and demanded more of themselves and of the midwives and the obstetricians to avoid that the second birth being similar to the first; for example, becoming prolonged or ending in a CS birth. Memories of the first labour and birth motivated women to be more active during the subsequent labour to achieve normal labour progress. The women took greater responsibility themselves during the second labour and birth rather than depending solely on the midwives and/or the obstetricians to decide what was best. This, in combination with the preparation that was undertaken during the second pregnancy, gave the women an inner sense of security. The ambition was clear, the labour should be successful. Although the women felt an inner assurance that they would succeed with the VBAC, support from the midwives and the obstetricians was important. A lack of such support, for example, when the women felt their painful contractions were not being taken seriously because they were being viewed as "obstetric firsttime mothers", was a negative experience for them.
So that was the only thing I felt was a bit negative. When I arrived [at the hospital] no one thought that I was as close to birth as I was. Everyone just said: "relax, take it easy", but I felt that it was approaching. (Woman 3)
Although the women were confident it was evident that the midwife's attitude and approach were of great importance. A skilled midwife was described as someone who appeared to know what she was doing, was considerate and guided the women through the various stages of labour. When the midwife clearly stated that she had an action plan to prevent another CS, the women felt secure.
They [the midwives] told us the plan and I appreciated that. It didn't seem like something that was just scribbled down. It was more like: "if nothing has happened at six o'clock we may break the membranes"… They really described it in detail. (Woman 4) One woman described her midwife as not supporting her at all during the VBAC, with the result that it became a painful and difficult experience in which she felt abandoned and deceived, albeit this time, not by her own body. The midwife's unsupportive attitude resulted in the woman perceiving herself as a difficult patient. Although she spent a great deal of time attempting to understand and find explanations for the midwife's cold and harsh attitude, she found it difficult to reconcile herself with the experience.
The midwife made me feel that I was annoying and awkward; talked behind my back and over my head. I felt like a very difficult patient…the collaboration with the midwife [during the VBAC] wasn't good, and I thought that overall, the whole experience was worse than the CS. (Woman 2)
Contrasting and comparing memories of two different births
During the VBAC, feelings of being both strong and weak occurred. The vaginal birth was experienced as a gratifying confirmation that the body functioned and as having strengthened them, which was not the case with CS. It was invigorating to give birth to the baby by their own effort, thus the vaginal birth was associated with what it means to be a woman. Although the women stressed that their feelings of happiness and joy were similar when the baby was delivered by CS, these feelings were more powerful after the vaginal birth. The vaginal birth resulted in energy and a feeling of being powerful, strong and euphoric and seemed to improve their ability to handle sleep loss immediately afterbirth.
After [the VBAC], I had very strong feelings similar to an endorphin kick. I just sat there: "Ah!" … You feel great and there was a lot of energy, and then you don't need to sleep so much, you actually manage the first period when the baby is newborn better in that sense. (Woman 5) Most of the women experienced vaginal birth as a quick process. This was something unexpected because they were aware that it could take time due to their previous experience of prolonged and obstructed labour. A quick birth was described as easy in retrospect. It also emerged that even the midwives had not thought that the women would give birth so quickly due to the previous CS.
And then it went fast, so after like an hour or so, from six to ten centimeters, it took only twenty minutes, and then I was fully dilated and gave birth. (Woman 1) Few of the women described having a similar course of labour, with their VBAC labour, to that of their previous labour whereas others described having a completely different experience. They found it difficult to describe the sensation of contractions on the body, as they had never previously experienced such pain.
But still it is strange that you want to experience it again, so it couldn't have hurt that badly…But it is difficult [to describe the experience of having contractions]. Just as the contractions were coming, it did hurt very badly of course, but you forget. (Woman 1)
The women described not being separated from their babies directly after the VBAC as being different from that which happened after the CS. Being able to hold the baby to one's breast after giving birth, relax, recover and just enjoy being a family and starting to connect with the baby immediately were described as something natural and amazing. The women also stated that holding the baby in their arms gave them a sense of being capable, which had been difficult after the CS due to nausea, pain and reduced ability to move.
I thought that it was so nice after she was born. She was together with us and I didn't have to leave her which was the case after the CS. (Woman 3) Another important difference between the two modes of birth was the subsequent healing process. Although some women described pain after the vaginal birth, especially pain associated with having sutures in relation to the suturing, it was not comparable to the pain and the healing process that they experienced after the CS, where the surgical scar caused discomfort for a long time. Due to the impression of recovering more rapidly than after the CS, several women felt that the vaginal birth passed almost unnoticed, as if they had not given birth, due to feelings of returning to themselves sooner than they did after the CS. It was also described as a quick return to normality, as they could get up and move around almost as usual afterwards. Thoughts on whether the mode of birth impacted on the women's relationship with their first and second baby differed between women. Some experienced it was easier to connect with the second child.
I found it much easier to connect with the second child and there's still a big difference. I don't know if the problem with our relationship [with the first child] depends on the mode of birth or whether it was down to the fact that more comprehensive life adjustment was necessary after the first child. (Woman 8)
The women reflected upon whether the different modes of birth might have influenced their babies, and if so, in what way. A happy baby resulted in a more positive perception of the birth, overall, while some perceived that their relationship with the first and second baby was the same. The woman whose VBAC was a negative experience described how it took time for her to connect with her baby, which caused a sense of strain and emptiness. Being part of the birthing culture VBAC resulted in feelings of being part of a birthing culture. In this context, vaginal birth is considered the norm by family, friends, acquaintances, clinicians (midwives and obstetricians) and the community. The culture itself is demonstrated by the fact that both the women and the clinicians considered vaginal birth to be the norm, even after one CS. This was also evident in the disappointment that the women felt when they were prepared to give birth vaginally to their first baby but were unable to do so.
I don't know [where the attitude to vaginal birth comes from]. I was just so set on it, and there is not much talk about CS in parental education [during the first pregnancy], or maybe I didn't listen because I thought that it didn't apply to me. So, I was not at all prepared for a CS. (Woman 4) Furthermore, neglecting to follow up the women after the CS and failing to address the women's need to talk about both the CS and the planned VBAC during the second pregnancy also highlights clinicians' attitudes in the existing birthing culture.
It was important for the women that the second pregnancy was treated normally, but they wanted more information about VBAC. The VBAC gave the women an opportunity to be part of the birthing culture and identify themselves with giving birth in the same way as most women do. A vaginal birth meant giving birth normally without surgical assistance; a view which was strengthened by women in their environment who expressed that having a child by means of a CS was not a true birth. Despite the difficulties describing their exact emotions, a vaginal birth was associated with being a woman and provided a real sense of giving birth to the baby themselves. While the women expressed gratitude that their bodies could manage a vaginal birth, they were reluctant to judge which mode of birth should be preferable for other women. Nevertheless, they emphasized the benefits of vaginal birth, such as being better for the child, not affecting themselves physically to the same extent as a CS, eliminating the long recovery after a CS and being able to connect with their newborn babies almost immediately after the birth.
It must be better for the child to be born naturally than just being lifted out like that. (Woman 3)
Discussion
This study focuses on women's lived experience of vaginal birth after CS, a phenomenon rarely described in other studies from the present context. To our knowledge, this is the first study with individual interviews from a country where women are expected to give birth vaginally even with a previous CS. The essential meaning "to challenge oneself as a childbearing woman" indicates a strong desire to give birth vaginally and relates to the identity as a childbearing woman. Even if the CS scar caused an uncertainty in the challenge and therefore, to meet this challenge the women needed an inner determination, as well as support. When having experienced the VBAC, the women described that they could identify themselves with other childbearing women who have given birth vaginally. However, the women had to struggle to get the support they needed. One important finding for maternity care professionals is that leaving these women without additional individual support can evoke feelings of loneliness and despair. The dilemma seems to exist in the balance of the women's needs and the existing care system. Women expecting their second child are regarded as experienced when it comes to childbirth. Therefore, it is crucial for these women that the focus is on their individual need of support and information regarding both their previous experience of CS and the forthcoming VBAC to increase health and well-being among these women.
The strong desire for VBAC among the women is also described in a study from Australia (Phillips, McGrath, & Vaughan, 2009) , in which the women expressed that they desperately wanted a VBAC because of the physiological and psychological benefits for both themselves and their babies. Although it was described by the woman in our study as an overwhelming feeling to become a mother, the VBAC meant something different to the women than the previous CS. This can be compared with the results in a study from Australia (Fenwick, Gamble, & Hauck, 2007) , the women believed that vaginal birth was a part of being a woman and mother. They also highlighted the benefits of vaginal birth compared to CS, enhancing the health and well-being of both mother and baby, promoting maternal-infant relationship and easing the transition into motherhood (Fenwick et al., 2007) .
The women in our study actively sought support and information from the midwives, and the obstetricians when their second pregnancy was confirmed, a finding also presented in other studies (Dahlen & Homer, 2013; Godden, Hauck, Hardwick, & Bayes, 2012) . However, the women felt that both midwives and physicians were reluctant to discuss their previous birth experience. This finding probably reflects current routines in Sweden, where it is common to refer women to special fear of birth clinics if the midwife or physician considers any anxiety in the woman (Larsson, Karlström, Rubertsson, & Hildingsson, 2015; Wulcan & Nilsson, 2019) . This routine caused distress for some of the women in our study as they were concerned that they might be labelled as having fear for a vaginal birth or having psychological issues, when this was not the case. According to our study, we suggest that midwives who are caring for women during pregnancy develop their ability to support these women before referring to special clinics. However, for some women who experience intense fear of childbirth after a CS, counselling in such clinics has shown to be beneficial (Larsson, Hildingsson, Ternström, Rubertsson, & Karlström, 2018; Larsson et al., 2015; Ryding, Persson, Onell, & Kvist, 2003) .
Midwives and obstetricians working in Swedish maternity care consider pregnant women who have undergone a CS without complications to be healthy , with an assumption that these women will have a planned VBAC in their subsequent birth after CS . This common approach towards VBAC among midwives and obstetricians was problematic for the women in our study, because their desire to talk about the previous CS during the forthcoming VBAC was ignored. As a consequence, the women are not scheduled for more visits to the midwife at the antenatal clinic than other multiparous women. This was a cause of frustration for the women in our study who felt that the time was too limited. Although believing in and being determined to attempt a VBAC, they desired support to prepare themselves. Such preparation should involve working through their experiences of the CS and discussing possible complications due to the scar, types of pain relief that would not prolong labour, different types of prophylaxis and being involved in writing a birth plan. When no such support was given by the midwife, the women felt alone with their emotions and reflections, which also are described by other studies Nilsson et al., 2015) . Another explanation to why the women seems to be left without support could be that VBAC exists between the fields of midwifery and obstetric care, i.e. normality and pathology (Downe, 2008) . The women identified themselves both as having the surgical scar from CS, and the striving for being like other women when wanting to give birth vaginally. The professionals seem not to understand this dilemma for the women.
The desire and determination to experience a VBAC and give birth like most women were apparent among the women in our study as well as in studies from countries with low VBAC rates (Emmett, Shaw, Montgomery, & Murphy, 2006; Fenwick et al., 2007; Meddings et al., 2007) . In our study, memories of long-term consequences as a result of the scar, and concerns about not being able to take care of their older child after a second CS, similar to the findings in studies on women's views of VBAC in countries where VBAC was less common (Fenwick et al., 2007) .
The women in our study wanted more support in handling anxiety and fear of complications due to the previous CS. When the women's anxiety was not alleviated, and their reflections not adequately discussed, they sought information about VBAC online, which has also been reported in other studies (Dahlen & Homer, 2013; Farnworth & Pearson, 2007; Fenwick, Gamble, & Mawson, 2003; Moffat et al., 2007) . The women in our study told that the information on the internet was mostly negative highlighting the risks associated with VBAC, which contributed to even greater anxiety and worry. But interestingly, this information did not affect their determination for wanting a VBAC.
In our study, the women required support during VBAC because they wanted to experience different labour and birth than that of their first. They used various strategies to increase their chances of having a successful VBAC. The women used the previous CS as a reference when planning their VBAC; they were more focused, more physically active, demanded more of themselves and of the midwives all together taking greater responsibility for the birth. Although the women were confident about having a successful VBAC, they needed the support provided by the midwives. Similar findings have also been found by Godden et al. (2012) in a study from Australia investigating women's perception of factors for having a successful VBAC (Godden et al., 2012) . The women described that they had a desire for a natural birth, preparing for birth; meaning doing research and being armed with evidence, maternal actions, having support to have a VBAC and the importance of knowing other women who had a VBAC. It was also important with support from health professionals and a positive attitude among the staff towards VBAC (Godden et al., 2012) .
The importance of midwives' support for women's positive birth experience has also been demonstrated in other studies (Berg, Lundgren, Hermansson, & Wahlberg, 1996; Halldorsdottir & Karlsdottir, 2011; Kennedy, 2000) . The need to be viewed as an individual can be met through the affirmation of and familiarity with the midwife (Halldorsdottir & Karlsdottir, 2011) , with whom a trusting relationship can be created through good communication and competent behaviour. By providing a sense of control, the midwife can support and guide the woman on her own terms but most importantly, the woman must feel that the midwife is present (Berg et al., 1996) . Lack of support from midwives during labour can have a negative effect on women regardless of the mode of birth (Bohren, Hofmeyr, Sakala, Fukuzawa, & Cuthbert, 2017; Eliasson, Kainz, & von Post, 2008) . In its complexity, childbirth can be both empowering and traumatic. Negative birth experiences might lead to fear of forthcoming births. In a study by Nilsson, Robertson, and Lundgren (2012) the aim was to describe the meaning of fear of childbirth from a long-term perspective it was found that every childbirth remains within the woman through her life. Therefore, it is important to help these women handle their experiences (Nilsson et al., 2012) .
According to the women in our study, the experience of VBAC was dominantly described in terms of feelings of strength. They associated the experience of vaginal birth with what it means to be a woman, findings similar to other studies (Fenwick et al., 2007; Keedle, Schmied, Burns, & Dahlen, 2017; McGrath, Phillips, & Vaughan, 2010; Phillips et al., 2009) . Achieving a natural birth was viewed as a significant aspect of their femininity and a major life event (Phillips et al., 2009) . The women in a study by Fenwick et al. (2007) had strong views about the importance of cooperating with their bodies to achieve a VBAC and considered this an integral part of being a woman and mother. They also wanted control over the birthing experience, which they felt was lacking in their previous CS birth (Fenwick et al., 2007) . In conclusion, birth is an important life event of significance for human beings (McGrath et al., 2010) .
It was evident in our study that the experience of both CS and VBAC remained within the women as contrasting and comparing memories of two different births. This can be related to the findings in other studies, when concluding that women do not forget their childbirth experiences in a long-term perspective (Nilsson et al., 2012; Simkin, 1996) .
The women described that although they had pain after the VBAC birth, it was considerably less than the painful healing process experienced after the CS. This finding is also confirmed in other studies (Emmett et al., 2006; Fenwick et al., 2007; HillKarbowski, 2014; Meddings et al., 2007) . The VBAC enabled the women in our study to return to normal life afterwards which also have been described by other researchers (Emmett et al., 2006; Fenwick et al., 2007) .
Another important emotional difference between vaginal birth and CS mentioned by the women in our study was not being separated from the baby immediately afterbirth. The women could start to connect with and breastfeed the baby with no delay. Some of the women in our study reflected upon whether the VBAC promoted the relationship with the baby to a greater extent than the CS. Vaginal birth is believed to provide the early opportunity to connect with the child (Fenwick et al., 2007; Meddings et al., 2007) . Many women have commented on the distress of being separated from their baby after having a CS (Fenwick et al., 2003) . In the study by Meddings et al. (2007) , the issue of establishing the mother-infant relationship was frequently raised. Women were concerned about how different modes of birth affected the process, and their experiences did not depend solely on whether or not the birth was vaginal. Instead, mental clarity was perceived as important for the first mother-infant encounter, and women expressed less satisfaction when their senses were impaired by analgesia or anaesthesia (Meddings et al., 2007) . However, the women in our study nuanced this by saying that they were more experienced as mothers when they gave birth to their second child.
The women in our study described what it means to be part of the birthing culture in Sweden, where it is common to give birth vaginally after a precious CS. Lundgren et al. (2015) studied midwives and obstetricians views on factors for improving the rate of VBAC in countries with high VBAC rates (including Sweden). The results can be interpreted as confirming the existing birthing culture in Sweden regarding VBAC; the clinicians regarded VBAC as the first option .
The results of our study have demonstrated that, for these women, VBAC is meaningful, important and special. Despite living in Sweden, which is regarded as a "VBAC friendly" country, it was difficult for the women to obtain information and support when having a VBAC, similar to findings from studies conducted in countries that have a low VBAC rate Meddings et al., 2007; York, Briscoe, Walkinshaw, & Lavender, 2005) . This knowledge has the potential to improve practice by highlighting the need for the adoption of a woman-centred care model (Berg, Asta Olafsdottir, & Lundgren, 2012) to guide midwives care of women who experienced CS. More research is needed about what type of information and support these women would benefit from after the CS, during the subsequent pregnancy and during the VBAC.
Methodological reflections
To describe the phenomenon, women's experiences of VBAC, a reflective lifeworld method based on phenomenological philosophy was used for this study (Dahlberg et al., 2008) . The timing of the interviews was chosen in order to gain descriptions that were reflected upon; therefore, we decided to focus on the women's longterm experience. The women provided rich and nuanced descriptions of their experiences during the interviews, helping us to gain a deeper understanding of the phenomenon being studied. However, the exclusion of women with psychiatric disease or women with experiences of fetal death or illness can have entailed a weaker variation of meanings to data. The analysis followed the principles for descriptive phenomenology as suggested by Dahlberg et al. (2008) . During the research process, it is important, "not to take the indefinite as definite" (Dahlberg & Dahlberg, 2003) . This means being aware of one's pre-understanding of a phenomenon. For the first author, a midwife working at a labour ward, it was demanding. In order to decrease the influences of pre-understanding, she tried to make explicit her inner thoughts and experiences about the phenomenon during discussions with the co-authors. Another important principle for the analysis was to stay as long as possible in the analysis phase, i.e., moving back and forth (between a specific meaning unit to the sense of the whole interview) several times in order to minimize the risk of misunderstandings to avoid explicit interpretations. By doing so, the phenomenon was understood as a figure against a background or the reverse. This process is crucial for the trustworthiness of the findings in the study. After several reflective discussions during the whole process within the research group, we agreed on the findings.
For transferability, it is important to consider the context of this study. This study was conducted with a small group of Swedish-speaking women in one district of Sweden approximately one year after their VBAC experience. The women in our study wished for a VBAC for their subsequent birth. The context can also be understood as one where women are not free to make their own decision about the mode of birth and in which midwives' cares for women, who have had a previous uncomplicated CS, during both pregnancy and birth. The fact that the findings are contextual, i.e. depending on time and place, does not mean that they have no meaning for other contexts but must be interpreted and related to the new context when transferred (Dahlberg et al., 2008) . The findings can help to develop a more evidence-based professional approach when caring for women who have experienced a CS, during subsequent pregnancy and birth.
Conclusions and clinical implications
The main finding in this study demonstrates that the essential meaning of women's lived experience of VBAC is described as "to challenge oneself as a childbearing woman", and can be further described by its four constituents: striving for support from professionals, desiring the experience, contrasting and comparing memories of two different births and being part of the birthing culture. Sweden is a country where VBAC is common; it is assumed that women with a previous uncomplicated CS will have a planned VBAC in their subsequent pregnancy. Surprisingly, our results revealed that the women lacked follow-up and support after the CS, during the subsequent pregnancy and the forthcoming VBAC. Women and their partners might benefit from being offered follow-up at an individual level. For these women, having a VBAC meant being capable of giving birth, regaining trust in their body and being able to give birth in the same way as most women. Enhanced support could be a key factor in helping women meeting the challenge and feel confident about giving birth vaginally despite their previous experiences of CS.
